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of government.   This center should be charged and authorized to propose federal policies and carry out programs in two main areas.
The first part of the charge to a federal EMS-C center presupposes a national perspective and targets the following eight areas:5
1.   developing a national strategy;
2.   coordinating efforts throughout the federal government;
3.   disseminating information and providing for a clearinghouse function;
4.   improving access to care;
5.   underscoring medical illness as a special concern in EMS-C;
6.   assisting education and training efforts;
7.   collecting and analyzing data; and
8.   supporting enhanced research efforts.
The second part of the charge to a federal EMS-C center aims to foster state and local efforts, with three main thrusts:
1.   creating incentives for state action;
2.   providing technical assistance; and
3.   encouraging regional coordination.
Developing a National Strategy
Perhaps the highest priority for the federal EMS-C center is to develop a clear national strategy for ensuring that the emergency care needs of children are met. As a nationally recognized entity that can represent or respond to many interests, the EMS-C center together with its national advisory council would be able to speak to such a broad need in an authoritative voice not always available to other groups. It should lay out a strategy that is in keeping with the health promotion and disease prevention objectives of Healthy People 2000 (DHHS, 1991). An evaluation of the effectiveness of projects supported under the demonstration grant program could provide valuable guidance as a strategy evolves.
Secondarily, the EMS-C center needs to consider various practical, political, and logistics issues that emerge directly from that strategy. Opportunities must exist for review and revision, with the implicit expectation of public accountability. Annual reports—for example, to the Secretary of DHHS, to Congress, or to "the public"—can help the center meet that responsibility. Such yearly (or otherwise regular and periodic) reports, from either the center or its national advisory council, might analyze the results of EMS-C efforts across the nation—for instance, in data collection and analysis and progress on a uniform EMS data set. Such reports might examine where revised policies and procedures are needed and develop specific research questions and hypotheses warranting future investigation. be a significant vehicle for exercising that leadership, demonstrating through its activities a commitment to EMS-C at the highest levelslity to an existing agency or give it to a newly created entity. Either way, the committee emphasizes two concerns. First,ain links among the many federal activities related either to emergency care or to child health (although it has promoted informal networking among state EMS-C programs). Neither was creation of an EMS-C advisory body with a role for experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
